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SERVICE TO PHYSICIANS 


Backing up your interests is a silent 
partner. Nearly unknown to your patients, 
this associate supplies only you, the 
physician, and your professional allies 

with information. Utmost energy is devoted 
to making better pharmaceuticals readily 
available for your use. 

Completely in the background, this partner 
does not compete with you for public 
attention or favor. Competent medical 
advice is thereby encouraged, 
self-medication discouraged. As your 
partner, Eli Lilly and Company stanchly 
supports and protects your interests, 
including the patient’s welfare, 

by being dependent upon your prescriptions 
for the sale of its products. 
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Sarke, Lavis ¥ Company 


ARE PLEASED TO RECORD THE ACHIEVEMENTS LEADING 
TO THE DEVELOPMENT OF 


CHLOROMYCETIN 


| 
i Trademark (CHLORAMPHENICOL, PARKE-DAVIS) 


CHLOROMYCETIN IS A PURE CRYSTALLINE SUBSTANCE 
| HAVING SPECIFIC ANTIBIOTIC ACTIVITY EFFECTIVE 
! AGAINST AN IMPRESSIVE ARRAY OF MICRO-ORGANISMS 


| In the history of CHLOROMYCETIN, chance has played little part. Starting from — 
| past knowledge of antibiotic activity in soil organisms, thousands of soil samples 
were collected throughout the world, cultured, and screened for antibiotic 
properties. Definite activity was found in cultures of Streptomyces venezuelae, 
an organism named for its place of origin. The active antibiotic was then isolated 
in pure form. Its chemical configuration was determined and reproduced by 

| synthesis. CHLOROMYCETIN is therefore the first antibiotic for therapeutic use 
that can be produced in quantities by both natural and chemical methods. 


The important indications for CHLOROMYCETIN, Khas far, include: 


UNDULANT FEVER 
| BACILLARY URINARY INFECTIONS 
PRIMARY ATYPICAL PNEUMONIA 

| TYPHOID FEVER 

TYPHUS FEVER 

SCRUB TYPHUS 

| ROCKY MOUNTAIN SPOTTED FEVER 


i CHLOROMYCETIN can be administered efficiently by the oral route, yielding effective 
blood levels. It is supplied in Kapseals of 0.25 Gm. 


| _ Descriptive literature will be mailed on request. 
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it has made 
available 
for use in the 


treatment of 


PSORIASIS 


EVINON 


specially purified 
undecylenic acid for 


oral administration 


Attention has recently been drawn to “an interesting approach”! to the control of 
psoriasis and neurodermatitis. Perlman? has reported that following the oral use of 
undecylenic acid, psoriasis was relieved completely in 3 out of 17 patients, and was 
partially relieved in the remainder. “Relief of itching is sometimes noticed as early as 
two days after institution of treatment . . . undecylenic acid seems to hold a great 
deal of promise in the improvement and possible prevention of recurrences of psoria- 
sis and neurodermatitis.”” 


SeEvinon* is available in gelatin capsules containing 0.44 Gm. undecylenic acid, 
highly purified for oral use. The dosage employed by Perlman? corresponds to 5 to 6 
capsules three times daily by mouth, continued in some cases for as long as six months. 


1, Undecylenic Acid and Psoriasis, editorial, J.A.M.A. 139:460, 1949, 
2. Perlman, H. H.: J.A.M.A. 139:444, 1949, 


*Sevinon trade-mark of Schering Corporation 
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Allergens are shocking to many regions of the body when 

they set up a biochemical tumult. In allaying distress or in 
shielding from attack, ‘Histadyl’ (Thenylpyramine Hydrochloride, 
Lilly) has multiple virtues. Side-effects are slight and rare. 


Diversity of allergic manifestations, variability among 
individuals, and dissimilar degrees in severity of symptoms 
call for a versatile antihistaminic. 
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in its many dosage forms is competent in a wide 
range of both systemic and local shocks. 


Detailed information and literature on ‘Histadyl’ are 
available from your Lilly medical service representative 
or will be forwarded upon request. 


PREPARATIONS OF HISTADYL 


CREAM 
OPHTHALMIC OINTMENT 
PULVULES 
ENSEALS, 
SYRUP 
SOLUTION 
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OUR ALLIES 


The battle for the preservation and ideals of Ameri- 
can medicine must be carried on in a vigorous manner. 
The medical profession as a whole has committed itself 
to a task of maintaining the principle of private enter- 
prise. Vitally concerned with us in our task are the 
businessmen concerned with the manufacture of ethical 
pharmaceutical products. ‘These manufacturers know 
only too well the dangers of government interference 
in private endeavor. They have supported and will 
support the medical profession in any plan that will 
maintain the high standards of American medicine. 

Let us stop for a minute and consider the role of 
these businessmen in the advancement of one phase of 
American medicine, namely research. Those of us who 
have been in practice for a number of years have had 
the happy facility of observing the careful and pains- 
taking work of the laboratories of these manufacturers 
in the standardization of their products. Time was when 


tincture af digitalis was, let us say, rather variable in 
its potency. Compare this product with the modern 
digitalis preparations which are highly standardized, 
and possess an accurate potency that remains essen- 
tially the same day in and day out. Recall the work 
that these manufacturers have done with insulin in its 
standardization, preparation, and its availability from 
an economic standpoint. _Witness in the last few years 
the progress made in the various products possessing 
chemo and antibiotic therapeutic value. While the in- 
ception of these products represented the brainchild of 
the research man, their refinements and availability to 
the public are for the most part the results of the efforts 
of the pharmaceutical houses. The practicing physi- 
cians’ contact with these businessmen is conducted 


through the medium of advertising and the “detail man.” 


Let us pause for a moment and consider the part 
that advertising plays in the progress of medicine. The 
busy physician has not the time to attend the number 
of post-graduate courses which he would like to. He 


PAGE 158 


must derive, from the various medical periodicals, the 
recent advances of the profession. Who pays the 
freight for the periodicals? The subscription stipend is 
only a very small part. The bulk is carried by the 
advertisers. Doctor, when you attend a convention and 
you derive from that convention some increase in knowl- 
edge, remember, that a great part of the bills for that 
- convention are paid by the exhibitors. It is deplorable 
that members of the medical profession do not spend a 
greater part of their time at the exhibits at the various 
conventions. When it becomes necessary to literally 
block the exits so that the physicians will, by necessity, 
pass the exhibits, it behooves the medical profession to 
stop and think. 


The detail men render a definite and valuable ser- 
vice. While it has been facetiously said by some that 
the detail men practice the medicine in certain com- 
munities, if this be so it is the fault of the physicians, and 
not of the representatives themselves. These men have 
their living to make. They are engaged in a highly com- 
petitive industry. Competition breeds perhaps at times 
over-enthusiasm. But, my friends, how many of us 
have not been guilty of over-enthusiasm at times? They 
have a job to do, and for the most part they do it well. 
They have no desire to have the politicians tell them 
what and when they may detail. They are satisfied 
with private enterprise. Consider them as an ally, and 
not as a necessary evil. Remember the golden rule. The 
physician and the manufacturer of pharmaceuticals ask 
only an even break. The manufacturers do not wish 
the government to enter into competition with them or 
to supervise in an all-out manner their production. The 
physician wishes only to preserve his individuality. 
Neither are asking for any more than they deserve. They 
simply are desirous of preserving the fundamentals upon 
which our great country was born. 


These fundamentals can be no better stated than to 
quote General Dwight D. Eisenhower, President of Co- 
lumbia University, who in a letter written to Representa- 
tive Ralph W. Gwinn, said in part: “However, in my 
own mind, I am perfectly clear as to the basic principle 
and have more than once made public statements to the 
effect that I definitely oppose every unnecessary inter- 
vention of the Federal Authority and the Federal Treas- 
ury, in what should be local business and local respon- 
sibility.” 


Pseudo-Liberalism 


Our present day “liberals” in the field of political 
endeavor apparently have deviated from the true course 
of liberalism. Liberalism implies a freedom from preju- 
dice or bigotry, and in itself denotes tolerance. The 
Wall Street Journal of May 23rd, 1949, in an editorial 
entitled “The Backward One” comments as follows: 
“Several days ago we said on this page that the span of 
human life had been lengthened, infant mortality reduced 
and death in childhood reduced, all in a comparatively 
few years. We thought the medical profession might 
have some credit. As we expected, there came some 
letters saying that the doctors deserved no credit what- 
ever. On the contrary, they were really an unprogres- 
sive, selfish and somewhat doltish lot, who had better 


realize what was good for them. Just off hand, we can: 


remember when the man next door, who sometimes gave 
us candy, suddenly died from something then called ‘in- 
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flammation of the bowels.’ What the man had was an 
acute attack of appendicitis. Today he would have 
been as good as new in a week or 10 days. We can 
recall when a playmate got too close to an exploding 
firecracker and died of tetanus. That would not hap- 
pen today. And tke victims would receive attention be- 


fore any questions of ability to pay arose. 


“It seems the fashion of our self-styled ‘liberals’ to 
attack the reputation of any calling on which they have 
designs. It seemed to us that the electric light which 
stopped flickering or failing altogether at frequent in- 
tervals represented an achievement by the power indus- 
try; also, it was our observation that the better service 
cost less than the poor. In our innocence, we once men- 
tioned this to a company of ‘liberals’ and were told how 
naive we were. The power industry was backward to 
extent of being in the Stone Age and no one in it had 
ever been guilty of an idea. There was a period when 
the ‘liberals’ were eyeing the automobile industry. Then 
we began to hear how the motor makers had missed 
their opportunities and how they were holding back 
progress. Quite recently we have been hearing tales 
regarding the steel makers’ lack of intelligence about 
how to make and sell steel. Well, we wonder. In 
George Washington's day doctors bled pneumonia pa- 
tients with a leech. People got from here to there by 
horsepower—or else they walked. There were iron 
mongers but no steel mills. George Washington and 
his contemporaries, however, were quite versed in the 
arts of government. Suppose the technique of govern- 
ment had made strides comparable with the improve- 
ments in medicine, transportation, and metallurgy. We 
think things would be generally better than they are. 
Come to think of it, things would be a lot better than 
they are if our present day statesmen were as good as 
George Washington and his contemporaries.” 


If one is to look the situation over in an unbiased and 
calm manner, it becomes apparent that the technique of 
government is lagging desperately behind the progress 
made in business and the professions. The National 
Government owes over $252,000,000,000—more than 
$6300 for each American family. Lesser governments— 
city, county, state and others—owe around $20,000,000,- 
000. Nobody knows how they can pay the billions 
spent or more billions proposed. But this is relatively 
inconsequential because our so-called ‘‘liberals’ simply 
feel that they can make the business and professional 
man pay more. E. T. Leech, the Editor of the Pitts- 
burgh Press, in an editorial entitled, “Never Shoot the 
Guy Who Is Going to Pay the Bill”, comments as fol- 
lows: “The popular show, ‘Finian’s Rainbow’ has a hi- 
larious song called ‘Great Come-and-Get-It Day’. It 
celebrates the happy occasion when everybody can 
come and get what he wants. It could be the theme 
song for 1949.” Our ‘liberal’ friends recommend wage 
boosts with re-emphasis on pension retirement plans, 
free medical services, longer vacations, shorter hours, 
increased social benefits, all to be paid by the boss. It 
is indeed time that those politicians who are swinging 
to the left begin to realize that true liberalism, the found- 
ation of American Government, was exemplified by 
George Washington and his contemporaries. Further- 


more, these ideals have been carried on by the business 
and professional men, and the pseudo-liberals themselves 
shoulder the responsibility for the fact that debts are 
rising, savings declining, and business failures increasing. 
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Four Hospital Units 
In Same Area 


Four buildings, all located in the same area, consti- 
tute El Paso’s City-County Hospital and make it a credit 
to the community and to its founders. 


The hospital has a potential capacity of about 250 
beds. Principal portion is a large general hospital. 
Other buildings include a modern hospital for the treat- 
ment of tuberculosis; an adequate hospital for contagious 
diseases; and a nurses’ home of beautiful Spanish style 
architecture surrounded by landscaped grounds. 


The hospital has a cerebral palsy clinic. It also han- 
dles acute polio cases from throughout the Southwestern 
area. The obstetrical department has recently been 
completely remodeled and is an excellent physical plant. 
The hospital has a large out-patient clinic and gives 
complete follow-up care to all types of cases. The hos- 
pital and the clinics contain all of the specialties and are 
well attended by staff men, and all of the work is well 
supervised. Many diseases which are peculiar to this 
area and subtropical areas are seen in this hospital. 


A $200,000 bond issue for construction of a mental 
hospital will go before voters this Fall. If approved, 
the new building will be erected adjacent to the present 
four buildings. 


There is a large volume of all types of surgical work. 
The hospital is approved by the American College of 
Surgeons and approved by the American Medical Asso- 
ciation for internship and- residency training programs. 
It is also affiliated with the Northwestern University 
Post-Graduate Department of Orthopaedic Surgery. 

Inasmuch as teaching material in the hospital is very 
abundant and the work is well supervised by the visiting 
staff, this hospital is ideally arranged to attract second- 
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NURSES’ HOME 


year interns. The intern can be certain that he will ob- 
tain a huge amount of practical experience. He will be 
capable of doing many types of surgical procedures un- 
der careful staff supervision. Additional attractions are 
the comparatively low cost of living in the El Paso area, 
an excellent year-around climate, and a score of inter- 
esting vacation spots in the surrounding Southwest. 


Shift In The Causes of Death 


The shift in emphasis in the causes of death is dra- 
matic. A recent comparison of the ten leading causes 
of death in 1900 and 1946 is revealing. 

All Figures Per 100,000 


1900 1946 

1. Tuberculosis—195 1. Heart Disease—307 

2. Pneumonia—176 2. Cancer—130 

3. Diarrhea—140 3. Violence—88 

4. Heart Disease—137 4. Cerebral 

5. Nephritis—89 Hemorrhage—78 

6. Violence and 5. Nephritis—58 
Accidents—88& 6. Pneumonia—38 

7. Cerebral 7. Tuberculosis—36 
Hemorrhage—77 8. Premature Birth—29 

8. Cancer—64 9. Diabetes—25 

9. Bronchitis—45 10. Arteriosclerosis—17 


10. Diphtheria—40 


: Southwestern Meet 


Annual conference of the Southwestern Medical As- 
sociation will be held in Albuquerque, November 9 
through 12. The conference will be held jointly with a 
meeting of the New Mexico Division of the American 
Cancer Society. 

Headquarters will be in the Hilton Hotel. Informa- 
tion can be obtained from Dr. H. J. Beck, Albuquerque, 
secretary of the Bernalillo County Medical Society of 
New Mexico. 
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What We Must Offer 


Dr. Robert Flynn, the President of the Arizona Medi- 
cal Association, in his Presidential address, delivered 
at the annual meeting of the Arizona Medical Associa- 
tion in Tucson, May 1949, said in part: “But what have 
we, as physicians, to offer Mr. Average Citizen? First, 
we must impress upon him that contrary to what our 
enemies may say, we are not opposed to health insur- 
ance plan, but merely to compulsory, politically con- 
trolled medicine. We must tell him that we favor the 
expansion of the public health service in order to eradi- 
cate environmental causes of disease. We favor the 
development of voluntary hospital and medical care 
plans to meet the costs of illness with extension as rap- 
idly as possible into rural areas. We recognize that 
there is a large group of unemployed, unemployable and 
medically indigent people that must be provided for, 
preferably in voluntary hospitals through government 
aid. And, finally, we must tell Mr. Average Citizen that 
we recognize that this country, like the rest of the world, 
is in the midst of a social revolution of which changing 
types of medical practice represent only one phase and 
that we are prepared to adjust the form of our medical 
practice to meet altered needs and conditions.” 


ADDITIONAL BENEFITS 
FOR MEDICAL OFFICERS 


The Army, recognizing that because of the present 
shortage of medical officers the duty hours per day are 
more than normal, has again attempted to add to the 
benefits of the medical officers. In addition to previous 
provisions allowing $100 per month increase in pay; 
giving medical officers every opportunity to pursue 
their specialties; assigning ranks on the basis of civilian 
accomplishment; emphasizing stability of their assign- 
ments by making only essential minimum numbers of 
transfers of medical officers; General Bradley is now 
adopting the policy by which medical officers will be 
given priority in consideration in assignment of quar- 
ters, and their families will be allowed to accompany 
them on overseas tours of foreign duty. Orders allow- 
ing families of medical personnel to travel with them 
have been issued to the Field. 


Short Duty Hours Made 
Available 


Reserve officers of the Army Medical, Dental, and 
Veterinary Corps have been asked by Major General 
R. W. Bliss, The Surgeon General of the Army, to sig- 
nify their availability for short periods of service rang- 
ing from one to twenty-nine days a month, in order to 
help relieve the Army's critical shortages of these pro- 
fessional personnel. 

If response to the questionnaires is sufficiently en- 
couraging, reserve officers may volunteer for such short 
terms of services and perform professional duties at 
Army or Air Force hospitals and medical installations 
located in their geographic area. If 5,000 Reserve offi- 
cers volunteer for only three days a month for a year's 
time, the man-hours contributed would be equal to the 
full-time service of 600 physicians, dentists, and veteri- 
narians. 
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ENDOTRACHEAL ANESTHESIA 


By R. J. Wurreacre, M.D. 
Department of Anesthesiology, Huron Road Hospital, Cleveland, Ohio 


INTRODUCTION 


In this paper I wish to emphasize the importance of 
endotracheal anesthesia and to point out its limitations 
and the complications which may result from its use. 
Some practitioners overemphasize the importance of this 
method and minimize the hazards, while others take just 
the opposite viewpoint. Neither attitude can advance the 
science of anesthesiology. Careful analysis and impartial 
judgment are necessary if we are to make progress. 


Use of Endotracheal Anesthesia 


Indications for endotracheal anesthesia naturally de- 
pend upon the type of surgery involved, the customs and 
demands of the surgeon, and the condition of the patient. 
Some surgeons, either because of prejudice or, more 
often, a previous unfortunate experience, will not tolerate 
its use even when it is clearly indicated. An example of 
the diversity of opinion regarding the use of endotracheal 
anesthesia is in thyroid surgery, where some anesthesiolo- 
gists and surgeons have adopted it as a routine procedure 
while others never use it. In thoracic surgery, endotra- 
cheal anesthesia is considered the method of choice; but, 
in a recent report of a large series of cases, it was found 
neither necessary nor desirable to use it except in very 
rare instances. 


Perhaps the most important single justification for the 
use of endotracheal anesthesia is the assistance provided 
by the tube in preventing or correcting respiratory ob- 
struction. Although the tube is used chiefly to maintain 
a patent airway, it is also a means of controlling intra- 
pulmonary pressures, of preventing aspiration of foreign 
material into the lungs, and of permitting the convenient 
removal of secretions that accumulate in the tracheo- 
bronchial tree. In pointing out these positive advantages 
it would be misleading to state that the tube definitely 
assures a patent airway. Too often the presence of the 
tube has been relied upon to prevent respiratory obstruc- 
tion, to maintain adequate respiratory exchange, and to 
assure proper oxygenation. The endotracheal technic is 
merely an aid, not a guarantee, of proper respiration. 
I would like to emphasize this point because fatalities 
have occurred as a result of hypoxia even with a tube in 
place. Meticulous attention must always be devoted to 
details if complications are to be avoided. On a number 
of occasions we have seen the tube disrupt normal respi- 
ration, perhaps because it was not inserted correctly or 
because the diameter was not right. Even a proper endo- 
tracheal airway will sometimes reflexly disturb respira- 
tory exchange, making it necessary to remove the tube 
and maintain the air passage some other way. 


Endotracheal anesthesia is used quite extensively in 
head and neck operations. In any swelling or inflamma- 
tion, such as Ludwig's angina, that encroaches upon the 
respiratory tract, it is often advisable to insert the tube 
under topical anesthesia before general anesthesia is 
started. In some of these cases it is extremely dangerous 
to administer any type of general anesthetic before the 
endotracheal airway is established because as soon as 
consciousness is lost, uncontrolled respiratory obstruction 
may occur, which often results in death. When it is de- 
sirable to remove the anesthetist from the operative field 


during operations about the head, as in plastic surgery, 
endotracheal anesthesia is preferred. It is also used in 
most adult tonsillectomies that require general anesthesia. 


While we formerly used endotracheal anesthesia in 
thyroid surgery quite frequently, we now use it only in 
selected cases, such as substernal goiters or when there 
is respiratory obstruction prior to the operation. It is not 
used in intraocular operations because of the increased 
danger of damaging the eye which can result from cough- 
ing. Our surgeons feel it to be desirable in most intra- 
thoracic operations because intrapulmonic pressures can 
be more accurately controlled, a patent airway can be 
maintained at all times, and the secretions that accumu- 
late in the tracheobronchial tree can be quickly removed. 


In general anesthesia for abdominal operations, par- 
ticularly those in the upper abdomen, the operation can 
often be expedited by the endotracheal tube. It permits 
better relaxation of the abdominal wall and quieter 
breathing. There is also less likelihood that the intestines 
will be crowded into the incision and interfere with the 
surgery. We believe endotracheal anesthesia should be 
considered in operations for intestinal obstruction, par- 
ticularly in the severely distended and debilitated cases, 
to prevent aspiration, which sometimes is fatal even when 
general anesthesia is not used. In these poor risk pa- 
tients, the tube should be inserted before the anesthesia 
is begun. 

The use of the endotracheal tube in children poses 
a somewhat controversial question, probably because 
laryngoscopy and intubation require particular care to 
minimize serious edema of the larynx. Some clinicians 
believe that tonsillectomies in children should have the 
benefit of endotracheal anesthesia, but our experience 
has not supported this view. We formerly intubated 
many more children for operations around the head and 
neck than we do now. It is the method of choice dur- 
ing certain intraabdominal operations for children when 
vomiting is likely to occur. There should be no hesita- 
tion about intubating the very young infant or even the 
new-born child in such instances, because the danger of 
aspiration outweighs the danger of trauma from the tube. 


Equipment 


Care should be taken to select the best equipment 
available for endotracheal anesthesia. We have found 
the Magill type of tube to be the most satisfactory. Made 
of rubber or plastic, it is relatively atraumatic as com- 
pared with the metal tube. Best results with the laryngo- 
scope are obtained with the type with which the anes- 
thetist is most familiar. Having used all available types, 
we have found the Guedel most satisfactory for the aver- 
age case. Some of the others, such as Macintosh and 
Miller, are useful in selected cases. The choice, how- 
ever, can be developed through experience. We like 
Magill’s double-angle forceps, particularly in nasotra- 
cheal intubations, 

Selection of the tube as to proper size depends chiefly 
upon the size of the laryngeal opening. It also depends 
upon its function as an airway, whether the patient is 
to breathe entirely through the tube or around it. Ob- 
viously, the tube may be smaller in diameter if the pa- 
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tient is permitted to breathe around it. If*the tube is to 
be surrounded by an inflated cuff.or a gauze packing, 
then it should be the largest one that will easily pass be- 
tween the vocal cords. The importance of using the 
largest tube that can be passed into the trachea has been 
frequently emphasized, but a tube that is too large may 
exert too much pressure on the mucosa of the trachea. 
In the intubation of children, special care must be taken 
to select the proper size tube. 


Procedure 


The tube should always be carefully inspected to see 
that it is clean—inside and out. Occlusion of the tube 
by dried mucus, blood, or other foreign material not only 
may prevent the passage of air through the tube but also 
may cause infection or other complications, if the mate- 
rial is aspirated into the lungs. In preparation for use, 
the tube must be thoroughly cleansed and sterilized and 
the sterilizing solution completely removed to prevent 
irritation. Occasionally a tube sterilized in a caustic anti- 
septic solution has caused necrosis of the trachea, neces- 
sitating tracheotomy. A satisfactory method of prepara- 
tion is to scrub the tube carefully with soap and water, 
inside and out, to immerse it in 70 per cent alcohol for 
12 hours, and then to allow it to dry thoroughly before 
it is used. Careful attention to such minute details as see- 
ing that an endotracheal tube is properly cleaned goes a 
long way toward saving the lives of patients under anes- 
thesia and preventing complications. 

Before the tube is inserted, it must be carefully lubri- 
cated, preferably by a water-soluble jelly containing an 
analgesic drug. 


Topical anesthesia to prevent reflexes when the tube 
is inserted is a valuable technic, but it is not used as 
extensively as it should be. In patients who are quite ill, 
or patients with abdominal distention, it is often ad- 
visable to insert the tube under topical anesthesia before 
any general anesthesia is started to prevent danger of 
aspiration or hypoxia due to respiratory obstruction. 
With a little patience and proper surface anesthesia the 
tube can be inserted with comparatively little discomfort 
to the patient. For such topical anesthesia, a 4 per cent 
solution of cocaine is employed, using caution to prevent 
toxic overdoses. The total amount of cocaine used is 
usually limited to 100 mg. or 2.5 cc. or the 4 per cent 
solution. 


The proper technic of inserting the tube can be mas- 
tered only by much practice. When the patient is under 
a general anesthetic, the tube may be passed blindly, 
usually through the nose. Inasmuch as this depends to a 
considerable extent upon the use of hearing, good re- 
spiratory exchange must be maintained. The judicious 
use of a small amount of carbon dioxide may be helpful. 
If the patient develops a hyperpnea, the tube can often 
be passed blindly through the nose under a relatively 
‘light plane of anesthesia. It is usually wise for the in- 
experienced person to develop skill in the use of the 
laryngoscope so that the tube can be passed under di- 
rect vision. The use of the laryngoscope is not without 
its danger, however, particularly if the patient’s muscles 
are not properly relaxed. Most of the damage to the 
teeth and the soft structure of the throat and larynx 
caused by the laryngoscope can be directly attributed to 
failure to observe this important point. 


Many little details have to be kept in mind even after 
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the tube is successfully introduced. The passage of an 
endotracheal tube is no assurance of a clear airway. In- 
serted through the nose, the tube may be compressed by 
a bony spur or nasal deformity and its value as an air- 
way thus virtually nullified. When it is inserted through 
the mouth, a bite block or prop of some other type must 
be used to prevent the patient from biting it. The tube 
may be kinked, or, if an inflatable cuff is used, it may 
be unduly compressed. All of these things have to be 
watched: 


Once the tube is in place, how can an obstruction be 
recognized? The amount of respiratory exchange may act 
as a guide, or the patient may develop a paradoxical 
type of respiration, with the chest wall being sucked in 
instead of expanding on inspiration. In adults, this may 
be detected by retraction of the intercostal or super- 
clavicular spaces. In children, due to the lack of stability 
of the thoracic cage, the whole chest wall may be 
sucked in. 


_ Anesthetic Agents 


In endotracheal anesthesia, ether is still used most ex- 
tensively and with the greatest degree of success, even 
though various other general anesthetics or combinations 
have been applied effectively. 

The introduction of curare has whteund the applica- 
tion of the endotracheal technic with certain agents such 
as nitrous oxide and pentothal. It reduces the reflex ac- 
tivity to a degree that makes possible the use of smaller 
and therapeutically safer concentrations of these drugs. 


Hazards 


The frequency and seriousness of complications that 
may follow the use of endotracheal anesthesia are suf- 


. ficient to make one pause each time this method is con- 


sidered. I do not mean to imply that we should avoid 
using it if there are reasonable indications in its favor, 
but promiscuous use of the endotracheal tube merely to 
make it convenient for the anesthetist is a very question- 
able practice. 

Trauma caused by endotracheal tubes has resulted in 
granulomas of the vocal cords. Patients have died sud- 
denly after insertion and withdrawal of the tube, prob- 
ably because of reflex cardiac disturbances or hypoxia. 
Overdistention of an inflatable cuff has caused fatal 
necrosis of the tracheal wall. The tracheal wall has been 
torn by rupture of the cuff, with death resulting. Al- 
though it is often convenient to stiffen the tube with a 
stylet, I hasten to point out that a stylet, improperly 
used, may be dangerous. The sharp-pointed end of the 
stylet has at times protruded through the tube, perforat- 
ing the trachea or pharyngeal mucosa. Damage to the 
pharynx with a laryngoscope or a metal endotracheal 
tube has occasionally occurred. Deaths have followed 
mediastinal puncture. 

These and other dangers should have a sobering ef- 
fect on all who use the endotracheal technic. It should 
always be considered and treated as a major anesthetic 
procedure. 
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THE FLEXION TREATMENT FOR LOW BACK 
AND PAIN 


W. CoMPERE M.D., M.S. (Or.) 
Louis W. Breck, M. D. 
and 
Morton H. Leonarp, M.D. 
All Of El Paso 


The authors have had very excellent results by the 
use of the flexion method of treatment. This treatment 
is definitely indicated for patients whose pain in the 
lower back and sciatic nerve area is due to a herniated 
disc or due to narrowed intervertebral foramina with 
subluxated facets and posterior narrowing of the lumbo- 
sacral joint. This latter condition of course has been 
well described by Williams. The flexion treatment is 
both surgical and non-surgical. 

The non-surgical treatment is carried out by training 
the patient to carry the back and lumbo-sacral joints in 
a flexed or flat position. This flexed position widens 
the lumbo-sacral joint posteriorly. This will, in turn, 
allow more space in the intervertebral foramina, and it 
may reduce the posterior protrusion of the disc in some 
instances. 

The patient must learn how to rotate the pelvis for- 
ward and hold it there. He is taught how to do exercises 
to encourage this forward rotation. The exercises are 
done in a supine position. The first one consists of 
bringing the head and shoulders off a table. The second 
one is performed by raising the buttocks off the table 
with the knees flexed and the feet fixed on the table. In 
the third one, the knees are brought up to the chest, with 
the hands resting on the knees. The knees are rocked 
up and down gently. Each exercise is done four times 
and. gradually increased to fifteen times. Exercises are 
performed twice a day. The patient is also given physi- 
cal therapy in the form of diathermy at the office or 
infra-red heat at home at least three times a day. 

In acute and subacute cases a cast is applied about 
the trunk with the patient in a flexed position. The cast 
is carefully moulded over the sacrum, the dorsal spine, 
and the abdomen to help hold the patient in a flexed 
position. This is done before starting the exercises. 
Sometimes in the acute severe cases the patient is hos- 
pitalized for a few days in a flexed position in bed be- 
fore applying a cast. In some chronic cases a flexion 
back brace can be utilized with the same effects as the 
cast. It is emphasized that all conservative methods are 
tried and all are exhausted before surgical intervention 
is indicated. The authors feel that about ninety-five 
percent of their cases can be managed conservatively. 

The authors also believe that the results of operative 
management have not been as good as they should be. 
Many cases have been seen by us who have been oper- 
ated elsewhere by well-trained surgeons but who still 
have troublesome or even disabling symptoms and find- 
ings. The authors have collected a series of twenty-five 
cases who were done elsewhere and who had low back 
fusion both with and without herniated discs. These 
cases had ninety percent good results for ordinary ac- 
tivities. However, with heavy activities fully half of 
them developed symptoms of low back or even sciatic 
pain recurrence. All of these cases were examined 


roentgenologically. Lateral views with forward and 
backward bending, and also antero-posterior views with 
bending to each side were made. Forty-eight percent 
or rather twelve of these cases had definite demonstra- 
ble pseudoarthroses. These observations emphasize the 
fact that the patient on follow-up examination must be 
carefully evaluated and also examined directly in order 
to evaluate the result accurately and scientifically. There 
is also the suggestion that the standard spine fusion pro- 
cedure, which all of these had had, definitely needs irh- 
provement. 


Figure 1. 
Case I. Lateral view of lumbo-sacral spine showing 
marked narrowing of the lumbo-sacral joint and its fora- 
nerve pain in the right lower extremity. 


Since 1940 the authors have used an interspinous 
bone block spine fusion procedure. This procedure cor- 
rects the narrowed lumbo-sacral joint posteriorly, the 
subluxated facets and the narrowed intervertebral fora- 
mina. In some instances the protruded disc can be re- 
duced by flexion. However, the authors now explore and 
remove the disc surgically if it is present. This type of 
fusion provides for internal fixation immediately and 
does not depend on bony fusion later for firm fixation 
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of the spine. The spine fusion is performed with the 
use of a large piece of tibial bone. The spinous proc- 
esses in the fusion area are notched. The bone grafts 
are notched on each end and firmly wedged in place 
between the spinous processes with the patient in flexion. 
This maintains correction obtained by flexion. The bone 
blocks are used for each interspinous space to obtain 
the accurate intervertebral correction. The laminae are 
also roughened up and additional bone grafts are added 
to each side of the area to aid in the fusion. The infe- 
rior third of the spinous process just above the fusion 
area should be removed to avoid impingement in ex- 
tension of the spine. 


Figure 2. 
Case I. Lateral view of the lumbo-sacral spine after 


markedly widened and its foramina markedly opened. 
also had a herniated disc which was re- 
ved, His symptoms were completely relieved follow- 
ing the operation. 


An “H” shaped or clothespin graft was first reported 
by Gibson in 1931. He used a large massive graft; re- 
moved spinous processes in the area to be fused; cre- 
ated deep notches in each end which enclosed several 
additional spinous processes at each end of the fusion 
area. He used this as a method of fixing the graft to 
the spine. We submitted the corrective interspinous 
bone block graft paper for publication in the spring of 
1942. An article, “Clothespin or Inclusion Graft for 
Spondylolisthesis or Laminal Defects of the Lumbar 
Spine” was written by Bosworth and published in No- 
vember 1942. He used a similar shaped graft. He did, 
however, use the flexed position to distract the spinous 
processes and thus secure leverage action which he ac- 
tually found distracted the articular facets and opened 
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Figure 3. 


Case Il. An‘ero-posterior view of the lumbo-sacral 
spine, in another patient, showing the inter-spinous bone 
block grafts in place, clearly outlined between the fourth 
and fifth lumbar vertebrae and fifth lumbar vertebra and 
sacrum. The standard spine fusion technique was also 
utilized. A herniated disc was not present. The symp- 
toms were due entirely to nerve root pressure from the 
narrowed foramina. This patient prior to surgery was 
completely incapacitated. After surgery he was able to 
return to heavy railroad work at the end of six weeks. 
He has completely recovered and has no symptoms at 
the present time. 


the intervertebral foramen and also separated the verte- 
bral bodies. 

Two months later our paper was published. We 
stressed the use of the flexion spine fusion procedure 
for cases of sciatic neuritis secondary to’ narrowing of 
the intervertebral foramina, subluxation of the facets and 
narrowing of the posterior part of the intervertebral 
space with consequent nerve root pressure. We also 
recommended it for cases with herniated discs. Our 
graft procedure of course utilized accurate individual 
bone blocks for each interspinous space and also utilized 
additional interlocking grafts lateral to the main mass 
of grafts. 

Moore has also utilized a self-locking prop bone 
graft with corrective principles. 

McKeever is also using an interspinous bone block 
type of graft with a bone peg type of fusion for the fa- 
cets and has found that this gives very firm internal 
fixation and allows relatively early ambulation. 

McBride has recently published a very excellent pro- 
cedure of trans-facet fusion for cases which need a flex- 
ion fusion. 

A new era has been reached in spine fusions. It is 
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actually now possible to use correction in spine fusion 
and also firm mechanical fixation immediately. 

The internal fixation provided by the interspinous 
bone block type of fusion permits ambulation in three 
weeks. In many instances the patient can return to 
heavy work at the end of six weeks from the time of 
operation. This represents a marked advantage to the 
patient. 
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Establish AF Medical Reserve 


General Hoyt S. Vandenberg, Chief of Staff, U. S. 
Air Force, announced today that applications are being 
received for commissions in the newly created Air Force 


Medical Reserve. Physicians, dentists, nurses, and other. 


medical personnel who served with the Army Air Forces 
during the war may make application through the Air 
Adjutant General, U. S. Air Force, in Washington. 


HELP THE HANDICAPPED 
TO HELP THEMSELVES 


Goodwill Industries is not a charity, but a chance for 
employment, training, and opportunity. Goodwill In- 
dustries has for its objective the rehabilitation of each 


handicapped man or woman regardless of race or re- © 


ligious faith. 

At present, in El Paso six service clubs have fur- 
nished two directors each as a nucleus for this organiza- 
tion. Added to these twelve, are an equal number of 
public spirited men and women who will do their part 
to establish and maintain this organization in El] Paso. 

Your help is requested in a campaign to raise ten 
thousand dollars which will be increased by $7,500 do- 
nated by the Goodwill Industries of America at Milwau- 
kee, the parent organization. This will provide initial 
capital of $17,500, the minimum amount needed to pur- 
chase and install equipment, make repairs on quarters, 
and to cover other expenses incidental to the establish- 
ment of this organization in El Paso. 

There is no profession that could possibly under- 
stand the rehabilitation of the handicapped as well as 
those of the medical profession. Hence, SOUTH- 
WESTERN MEDICINE solicits its readers in the in- 
terest of the physically handicapped. Please send your 
contributions to Goodwill Industries of El Paso, P. O. 
Box 191, El Paso, Texas. 
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Airsick Remedy 


Gets Volume Trial 


A remedy called Dramam‘1e, produced by G. D. 
Searle and Company of Chicago and believed to prevent 
or cure airsickness, is being given out to passengers on 
LAMSA Airlines planes between El Paso and Mexico 
City. 

The remedy was pioneered in 1947 when the allergy 
clinic of Johns Hopkins University and Hospital first 
put Dramamine under experimental investigation for its 
possible value in the control of hay fever and hives. 
Through accident it was learned the remedy was useful 
in combating carsickness, seasickness and airsickness. 

Its first volume use occurred on the U. S. Army 
Transport General C. C. Ballou during a rough crossing 
of the North Atlantic between Nov. 27 and Dec. 7, 1948. 
In a controlled experiment, the remedy prevented sea- 
sickness in all but two of 134 men who took the remedy 
on start and throughout the voyage. It was also given 
to 418 cases of seasickness, and of this number 407 were 
completely relieved of symptoms within one hour after 
the first dose. No detrimental side effects were observed. 


BOY’S CLUBS OF AMERICA 


Today throughout the country there are three hun- 
dred Boys’ Clubs with over 275,000 boy members be- 
tween the ages of eight and 20 years. Sociologists be- 
lieve that the number of clubs should be increased in 
the near future to at least 1000. 

Three million boys live in the shadow-lands of our 
cities where the most fruitful soil is found for the growth 
of crime and subversive isms. They live in crowded 
homes where there is little to do, where there are ten- 
sions, quarreling and bickering. They seek their com- 
panionship and play on the streets. 

The Boys’ Clubs of America, headed by the illus- 
trious Herbert Hoover, has established and maintained 
in these crowded areas clubs offering recreational fa- 
cilities for these boys. The doctor has, and will con- 
tinue to cooperate, in the existing and the future clubs. 

His part is the annual check-ups which maintain a 
healthy body for these boys, and with a healthy body 
the health of the mind is facilitated. 

The Clubs are appealing for funds. Any contribu- 
tion will be gratefully received. 

Address all contributions to Boys’ Clubs of America, 
381 Fourth Avenue, New York 16, New York. 


An Environmentalist 


A small boy was brought to a clinic for an examina- 
tion, by his mother, an extremely talkative woman. Dur- 
ing the preliminary quiz period, the doctor noticed that 
the boy didn't seem to be paying much attention to the 
questions. “Do you have trouble hearing?” he asked. 

“No,” the boy replied, “I have trouble listening.” 

Lynn Wimmer, quoted by Norine Foley in 
Chicago Daily News. 


The Reader’s Digest, July, 1949. 
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e 
El Paso Tumor Clinic 
CASE NO. 369 

Dr. Breck: My case is a private patient, first seen 
by Dr. Morrison because of pain in the left hip and 
buttock. She is a widow, employed as a bookkeeper, 
60 years old. She states that about four or five months 
ago she first noticed pain in the hip and buttock region 
which radiated thigh-ways and was aggravated by 
climbing stairs. Physical examination revealed marked 
tenderness and pain over the tuberosity of the left ischi- 
um and pain on extreme motion of the hip in all direc- 
tions. Radiographic examination was done; and Dr. 
Fuchlow will describe the findings: 

Dr. Fuchlow: There is a radiolucent lesion, non- 
expansil, involving the upper two-thirds of the ischium, 
corresponding to the tuberosity. The lesion appears to 
approach the inferior margin of the acetabulum. The 
outline is sharply demarcated. There is no cortical de- 
struction. Nothing else significant was found in the 
lumbar spine, pelvis, or hips. Survey roentgenograms 
were also made of the chest and skull, but these con- 
tributed nothing significant. Because of the age of the 
individual and the apparent anemia and history of pain, 
the possibilities are as follows: 

1. Solitary myeloma; 

2. Metastatic carcinoma; 

3. Giant cell tumor. 

These roentgenograms were also seen by Dr. Boverie 
who concurred with these findings, except that he felt 
that metastatic carcinoma should be listed first. Rec- 
ommendations were made for blood studies and biopsy, 
studies. 

Dr. Breck: _Blood studies reveal the following: RBC 
—4,010,000, Hgb—78 per cent or 12 grams, WBC— 
9,450. Blood calcium, phosphorous, and phosphatase 
studies were normal. Sedimentation rate was moderate- 
ly elevated. Westergren method revealed a 32 mm. 
drop. Albumin/globulin ratio was within normal lim- 
its. Urinary Bence-Jones protein, negative. It was sig- 
gested to Dr. Hart that a needle biopsy be done, but he 
did not think it advisable in this case. After due con- 
sideration, the patient was again referred to me for 
surgical biopsy. Before revealing the diagnosis and 
reviewing the possibilities, perhaps Dr. Leonard could 
throw some light on the case. 

Dr. Leonard: It is exceedingly rare to find a giant 
cell tumor in this age group. I would think of metastatic 
malignancy because of the age and appearance of the 
lesion. As I understand it, the anemia was not severe. 
I have seen eosinophilic granuloma lesions as large as 
this in the rib in patients 40 years old. This is one more 
possibility that must be considered. Giant cell tumor is 
also uncommon in this particular bone. 

Dr. Garrett: Could this. be a manifestation of 
Hands-Christian-Schuller disease, or do you regard this 
entity in the same family as eosinophilic granuloma? 

Dr. Breck: ‘There is increased evidence to support 
the idea that both these entities could be the same. 

Dr. Fuchlow: One more possibility that perhaps 
should be mentioned is monostotic fibrous dysplasia. 
Roentgenologically it could well be that, although fi- 
brous dysplasia lesions usually show expansion, this 
does not. Furthermore, the history of four or five 
months of progressive pain and the anemia would 
speak against it. 

Dr. Breck: The biopsy was done with considerable 
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difficulty. I scooped out quite a bit of heavy jelly-like 
material which immediately suggested the diagnosis of 
giant cell tumor to me, and I was gratified to learn that 
Dr. Hart made a flat diagnosis of giant cell tumor. 

Dr. Leonard: I have seen the slides and found a 
number of xanthoma cells present which prompted the 
thought of eosinophilic granuloma again. However, I 
discussed this with Dr. Hart and he assured me that 
this can occur in giant cell tumor and the slides were 
characteristic and typical of giant cell tumor. 

Dr. Breck: Giant cell tumor is a benign tumor found 
commonly in early adult life. The x-ray appearance is 
fairly characteristic, showing a capsulated radiolucent 
lesion, having the appearance of multiple lobulated 
masses and there might be slight expansion. These tu- 
mors, if left alone, may become malignant—in three to 
five per cent of the cases. Recurrence is common and 
must be guarded against. Treatment of choice is com- 
plete radical excision of the tumor. This of course, is 
not always possible without mutilating the patient, but 
where the tumor is in a bone which can be excised 
wholly or in part, we prefer to treat them that way. 
Common treatment is thorough excision, curettment and 
filling the cavity with multiple bone chips. X-ray ther- 
apy has been used and Dr. Fuchlow will tell you about 
that. 

Dr. Fuchlow: I quite agree with Dr. Breck that, 
if the lesion is resectable, it would be the best form of 
treatment. In the past, broken dosage method of radia- 
tion therapy has been used with a reasonable degree of 
success. For the past 8 or 10 years, however, most ob- 
servers feel that these tumors should be treated inten- 
sively with protracted radiation using doses comparable 
to those used in malignant tumors. Recurrences have 
lessened with this management, and it is comparable to 
the best surgical management. 

Dr. Leonard: I have seen and heard of instances in 
which pathological fractures occurred as the result of 


_intensive radiation to the pelvis for malignancies of the 


pelvis. Are we running into that danger here? 

Dr. Fuchlow: Fractures of the femoral neck have 
been reported in a number of cases, but we believe the 
incidence of fractures is due to relatively poor nutrition 
of the femoral head and neck. I do not think this would 
apply to any of the other bones of the pelvis. 

Dr. Breck: Technically, to remove this tumor we 
have to bear in mind that the patient would be disabled 
for some time, and there is a chance of partial disability 
and pain in the hip after surgery. Then, too, this pa- 
tient is 60 years old. In a younger patient, surgery 
might be considered more seriously. As Dr. Fuchlow 
points out, the lesion extends dangerously close to the 
inferior margin of the acetabulum. I, personally, think 
that x-ray would offer more than we can in surgery. 

Dr. Leonard: I quite agree. I think radiation thera- 
py in this particular case is the treatment of choice when 
all things are considered. 

Dr. Prieto: If there is a recurrence after that much 
intensive radiation, would you treat the recurrence with 
more x-ray or could surgery be done then? 

Dr. Breck: I do not look for that to happen, but I 
am sure surgery could be done. 

Dr. Fuchlow: Since there are no contra-indications 
te radiation therapy, we will then advise that treat- 
ments be instituted as soon as possible, and the patient 
will be seen in three months with recheck roentgeno- 
grams. 
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INFLAMMATORY EMERGENCIES OF THE AIR PASSAGES 


By Joun D. Martin, M.D., Ei Paso, Texas 


Among the bona fide emergencies which occasionally 
confront the physician (and constrict his coronaries) 
none is more harrowing than serious obstruction of the 
air-passages. That death is imminent is known to the 
patient and his family alike, and it is not an easy way 
to die. The purpose of this paper is to re-emphasize 
certain points in the diagnosis and treatment of some 
of these cases with the idea of dealing more efficiently 
with the emergency when confronted with it, or better 
yet, preventing the obstructive emergency altogether. 
The latter goal can often be realized by early diagnosis 
and prompt and vigorous treatment. 

Except as they figure in the differential diagnosis, 
obstructions resulting from neoplasms or foreign bodies 
are omitted from this discussion as not relevant. It is 
supposed that such possibilities will have been elimi- 
nated by history, physical examination, and X-ray, and 
even more definitely by endoscopy. (Coincidence be- 
ing what it is, it is quite possible to have foreign. bodies 
in the airways along with an inflammatory condition. 
I had one such case, an adult with laryngotracheobron- 
chitis who nearly choked on an aspirin tablet that “went 
down the wrong way”.) 

Of various inflammations that can obstruct the air- 
way, some are fortunately rare; Vincent's and Ludwig's 
angina, erysipelas in the throat, and pharyngeal abscess 
are examples. Even though tracheotomy may be re- 
quired to prevent strangulation, the nature of the ob- 
struction is readily recognized and early and adequate 
local and systematic treatment is very likely to fore- 
stall serious respiratory embarrassment. Obstructions 
from syphilis and tuberculosis develop slowly enough 
as to afford considerable time for diagnosis and this 
phase of those diseases, thanks to penicillin and strepto- 
mycin respectively, is not so dreaded as in former years 
and rarely constitutes a true “inflammatory emergency”. 
True abscesses may develop in the larynx secondary to 
infectious diseases, notably influenza, typhoid, and ex- 
anthemata, foreign bodies, or trauma; in such cases there 
is always thickening and tenderness to external palpa- 
tion over the site of the endolaryngeal abscess ‘1); the 
abscess may be seen on direct or sometimes indirect 
laryngoscopy; the voice may be muffled or lost and the 
patient presents a picture of systematic toxemia. Such 
a condition may cause sudden and profound obstruc- 
tion of the larynx and require tracheotomy, which had 
best not be postponed too long. The treatment is sur- 
gical, opening the abscess under direct laryngoscopy 
in the head low position, and supportive, including 
chemotherapy. 

Increase Noted 

However, the overwhelming majority of inflamma- 
tory obstructions we see are secondary to diphtheria, 
supraglottic laryngitis, and the disease entity known as 
laryngotracheobronchitis. The latter term came into 
usage after the 1918 pandemic of influenza and is ac- 
credited to Chevalier Jackson ‘2); before that time 
“croup”, diphtheria excepted, was more or less a generic 
name for the various obstructive lesions of the air-pas- 
sages, and the patients lived or died under that diagno- 
sis. Certainly pediatricians and otolaryngologists alike 
are in agreement that the condition is seen much more 


often now than formerly. Early diagnosis is no doubt 


a factor in this increase in incidence, while perhaps the 
warmer but less humid heating systems we have now 
may be a factor. Dr. Simon Jesberg ‘) recalls that in 
his boyhood most cases of “croup” seemed to recover 
on steam inhalations and palliative oils and ointments 
applied to the throat and chest, but states that his ex- 
perience is now different. ‘ 
Incidence 

Acute laryngotracheobronchitis presents generally a 
definite clinical picture which may be inaccurate when 
applied to an individual case. Some of these variations 
may be explained by the various types of pathogens 
which may cause it, these organisms being usually the 
hemolytic streptococcus, staphylococcus aureus and 
hemolyticus, Strep. viridans, Hemophilus Influenzae, and 
pneumococcus. Various organisms predominate in va- 
rious times and places. ‘4). It is interesting to note that 
a similar disease occurs in fowls and in this avian form 
of the disease a virus has been demonstrated as the 
causative factor ‘5). The organisms cultured from a 
throat swab are not necessarily the same as those recov- 
ered from the site of the disease by bronchoscopic as- 
piration or at autopsy. Be the pathogen what it may, 
the principal factor in predisposition to the disease and 
subsequent clinical course is anatomic, based on the age 
and size of the patient: 69 per cent of 549 cases, reported 
by one investigator, were under two years and only five 
per cent over six years old. In infancy and early child- 
hood the conus elasticus contains a large amount of 
loose areolar tissue which swells readily, the air passages 
are actually smaller in proportion to a given amount of 
mucus or exudate much smaller than in an older person, 
and these younger patients have very little expulsive 
power in the form of a cough; their weak “bechic blast” 
is simply not able to cope with the thick, tenacious exu- 
date characteristic of the disease. Other strikes called 
against these very young patients are their low immun- 
ity and the ease with which a severe toxemia diminishes 
their cough reflex. In all ages the incidence of the dis- 
ease is about two and one-half times greater in males 
than in females and it appears that even when females 
contract the disease they less commonly have it of such 
a severity as to require tracheotomy ‘6, 7). In laryngo- 
tracheobronchitis this thick, gummy exudate just de- 
scribed tends to obstruct the smaller bronchioles. Such 
obstruction leads to atelectasis that may easily be mis- 
taken for pneumonia. The bronchial and alveolar walls 
are infiltrated and the glandular elements are damaged 
and sometimes destroyed. (Hilding described a case 
with so much destruction that the epithelium had been 
sloughed off down to the last layer of stellate cells next 
to the basement membrane, without “a vestige of a cilium 
anywhere”’.) 

The early symptoms in laryngotracheobronchitis are 
usually those of a head-cold, which may go on from a 
day to a week, usually about two days, with a croupy 
cough and hoarseness. The hoarseness develops later 
than in diphtheria, in which disease the cords are more 
affected. Respiratory distress, as it develops, is seen on 
both inspiration and expiration, and the breath sounds 
have a characteristic “crowing” wheeze. There is no 
difficulty in swallowing and little or no pain referred to 
the throat. The fever averages 102-103 degrees and 
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becomes higher only in the later stages of the disease, to 
106 or more, which is of grave prognostic import. As 
the disease progresses the respiratory obstruction be- 
comes more marked and the patient develops a cyano- 
sis; the patient is inclined to be restless; the pulse is rap- 
id, the respiration shallow and rapid, with retraction of 
the suprasternal and intercostal spaces and of the epi- 
gastrium. This latter may be obscured by tympanites. 
The principal feature to be soon on direct examination 
is the immense swelling of the subglottic tissues which 
extend as fiery-red mounds into the lumen. These pads 
of inflamed tissue can be visualized by a good soft tis- 
sue X-ray taken from the side, when there is time for 
such a procedure. The exudate bathing these pads, and 
seen below them, can be wiped away without leaving 
a bleeding surface, in contradistinction to diphtheria. 
Death may result from anoxia, toxemia, or circulatory 
failure. It is well to interfere before the patient reaches 
this stage, though all too often, especially at the County 
Hospital, the patient is moribund when brought in. Even 
with the best of treatment some patients die. Twenty 
years ago the mortality rate of laryngotracheobronchitis 
was very close to 75 per cent, while: now it should be 
less than 10 per cent in patients seen reasonably early. 
One author ‘7) reports a series of 52 cases (requiring 15 
tracheotomies) without a single death. This reduction 
in mortality has been accomplished not only by the ad- 
vent of the antibiotics, but by the doctrine of earlier 
tracheotomy and by better supportive treatment in the 
form of oxygen and humidity controls, and by earlier 
recognition on the part of the profession of the serious- 
ness of the disease ‘8). The local conditions have not 
been affected sufficiently by antibiotics as to lessen the 
need for mechanical intervention in many cases ‘®). 
Epiglottitis 

When streptomycin became available it was noted 
that certain cases of supposed laryngotracheobronchitis 
which had not done well previously on the sulfas and 
penicillin, showed a striking improvement when given 
the newer drug. Certain clinical features of these cases, 
now described under the term ‘“‘Epiglottitis’, had 
been noted: the patients got sick suddenly and over- 
whelmingly, perhaps going to bed in apparent good 
health and yet arousing their parents and pediatrician at 
2 a. m. with severe and dangerous symptoms of toxemia 
and respiratory obstruction. (These cases get worse by 
the minute and the otolaryngologist has to arouse him- 
self as well.) These children, if old enough to do so, 
complain of pain in the throat and inability to swallow 
because of that pain; they may even drool their saliva 
rather than swallow it. The voice is muffled but not 
hoarse; and there is an inspiratory stridor. The fever is 
high, 104 to 106 degrees right away, and the dyspnea 
develops rapidly and soon becomes profound; these 
children are prostrated and show an ash-colored pallor 
rather than a cyanosis; they are apt to sit up in bed with 
their tongues out, gasping for air (and swallowing some 
of it, which causes tympanites which in turn pushes up 
against the diaphragm and causes further respiratory 
embarrassment), whereas the patient with moderate lar- 
yngotracheobronchitis lies rather quietly. The diagno- 
sis can often be made by looking into the mouth and 
seeing a fiery red epiglottis, swollen to perhaps ten 
times its normal size, over the curve of the tongue. It 
is advisable not to depress the tongue to facilitate the 
view unless prepared to do a tracheotomy there and 
then. On laryngoscopic examination (with a broncho- 
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scope of course at hand to relieve respiratory obstruc- 
tion should it become complete), the striking feature is 
the enormous epiglottis, with the aryepiglottic folds and 
arythenoids sometimes involved, in which case the false 
vocal cords may be greatly swollen. The swollen pads 
such as described in laryngotracheobronchitis are not 
seen, nor is the epiglottis much affected in laryngotra- 
cheobronchitis. These cases as seen in small children 
result from an infection by the Haemophilus Influenzae, 
Type B, and as Alden Miller states, “are primary and 
present a consistent typical clinical picture of symptoms 
and findings’ ‘1%. This symptom-complex has been 
previously described by Sinclair (11), Alexander (12) 
and others ‘13, 14), The organism can be readily dem- 
onstrated, when the type-specific rabbit anti-serum and 
a trained technician are together readily at hand, by use 
of the “Quelling’ reaction: one drop of methylene blue 
is added to one drop of an infusion from the swab Or to 
material smeared directly on a slide by the swab; a loop- 
ful of H. Influenzae type B rabbit antiserum is added, a 
cover slip set in place, and the preparation observed im- 
mediately and after thirty minutes for an enlarged cap- 
sule about a small, short bacillus or coccobacillus. A 
Gram stain will show H. Influenzae to be Gram nega- 
tive. At the time the smear is made another one should 
be made for search for the Klebs-Loeffler bacillus by 
stain and culture. The white count always shows a 
preponderance of polymorphonuclear cells, to 90 per 
cent or higher and may, show a leucocytosis of over 
40,000. (In 1944 I reviewed the tracheotomies that had 
been done in all the hospitals in El Paso for a period 
of 20 years previously; in so doing I read many case 
histories which describe this ‘‘Epiglottitis’, and such a 
high white count and especially poly. shift were often 
associated with a fatal outcome.) 
Diphtheria 
We do not see as much diphtheria as in the past, but 
it occurs often enough to merit consideration in such a 
discussion as this. The Laryngeal manifestations may 
be associated with diphtheria in the pharynx or nose 
which has already been discovered. The onset is more 
insidious and the respiratory obstruction may be several 
days in developing. Hoarseness is relatively early be- 
cause the membrane forms on the true vocal cords. The 
fever is relatively low and there is no difficulty in swal- 
lowing. On direct examination the obstruction is seen 
to consist mostly of the thickened true membrane (which 
on removal leaves a bleeding surface) without so much 
swelling. Pediatricians who see diphtheria frequently 
may be able to make a working diagnosis from the char- 
acteristic ““mousy’’ odor. Smear and cultures will con- 
firm the diagnosis in due time, but it is well in a suspi- 
cious case not to depend too much on one negative smear 
or culture. 
Treatment 
The treatment of these three conditions will be dis- 
cussed together. From the otolaryngologist’s stand- 
point, insofar as obstruction of the airway is concerned, 
they may alike require a tracheotomy. In an overall 
review of the literature on laryngeal obstruction one is 
impressed with the slight praise with which intubation is 
damned. If one knows the child has diphtheria, “intuba- 
tion is a satisfactory procedure, provided the patient is 
in a hospital where there is a constantly and immediate- 
ly available trained intubator who can promptly replace 
the tube in case it should be spontaneously expelled; and 
also provided the child is not too feeble from toxemia” 
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(1), The author then makes a good case for tracheot- 
omy. The intubation tube may force exudate down 
ahead of it which cannot be coughed up and will block 
the tube at its lower end. It does not permit drainage 
by suction of the airway below the larynx (as does a 
tracheotomy), it can easily be coughed out, ulceration 
and later laryngeal stenosis may follow its use, and in 
the case of epiglottitis and tracheobronchitis it is not me- 
chanically able to relieve the obstruction above or below 
the tube. 

The best treatment is prophylactic. Children and 
adults when Schick-positive and exposed, can and should 
be immunized against diphtheria. Children with acute 
upper respiratory infections should be kept indoors in 
a warm, moist room, rather than be allowed to run about 
outdoors sucking cold raw air down their throats, espe- 
cially through their open mouths; respiration through 
the nose is to be encouraged. Attention to general health 
is important. 

Remedial Treatment 

The remedial treatment consists in brief of (1) com- 
bating the infection, whatever it may be, and (2) pre- 
venting exhaustion, dehydration, the use of drugs which 
depress the cough reflex (i. e., atropine and opiates and 
barbiturates, and the prevention of asphyxia.) If the 
child is suffering from real respiratory obstruction (note 
re. laryngisimus stridulus) he should be given the bene- 
fit of a direct laryngoscopy, this maneuver being pre- 
ceded by spraying the throat with pantocaine or butyn 
but with no other anesthetic or sedation. The true na- 
ture of the condition can then be seen and treatment di- 
rected accordingly; if there is a foreign body, it can be 
removed. If the case is an early laryngotracheobronchi- 
tis aspiration of the muco-pus from the larynx and tra- 
chea with subsequent supportive treatment may relieve 
the obstruction to such an extent that no further opera- 
tion is rquired. If I cannot be assured by competent 
authority, which means the attending pediatrician or 
family doctor, that the child has been immunized against 
diphtheria I recommend that such children have a dose 
of diphtheria antitoxin without waiting for the labora- 
tory reports to return. Penicillin is started immediately, 
20,000 units every three hours (more in adults) for the 
first 24 or 48 hours, after which the patient may be more 
comfortable receiving one or two doses daily of one of 
the more slowly absorbed penicillin compounds. Some 
authorities give sulfadiazine by mouth or parentorally 
in addition to penicillin; this combination may have a 
greater bacteriostatic effect but makes even more nec- 
essary an increase of fluids to carry off the sulfa crys- 
tals, perhaps making gavage or hypodermoclyses neces- 
sary. Since the advent of penicillin and streptomycin, 
other authorities have discontinued the use of sulpha in 
these cases. Even though in a clear-cut case of epi- 
glottitis one would feel reasonably sure in trusting his 
patient to streptomycin alone, it is my custom to use 
both penicillin and streptomycin in the treatment of 
these obstructive inflammations. Depending on the age 
and size of the child, the streptomycin is given in eight 
equal daily doses, usually starting with one Gram per 
24 hours in most children. 

Sedation 

Sometimes the child is in such a grave condition that 
a tracheotomy is done, over a bronchoscope, on this 
tirst examination. It is always amazing how coopera- 
tive a patient is to bronchoscopy, without any sedation, 
when he is in the throes of real respiratory embarrass- 
ment. However, if there is not too much air-hunger one 
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can afford to do some watchful waiting to see if the 
chemotherapy and general measures will suffice. The 
general measures consist of placing the patient in a 
room or tent with a humidity of 90 per cent and a tem- 
perature of from 68-75 degrees F. Oxygen concentra- 
tion should be around 50 per cent. Some hospitals have 
rooms which can meet these conditions, but the best 
substitute in most localities will be one of the tents 
which are available. (Such tents are available through 
various supply houses; one of the best is that put out by 
Walton Laboratories of Irvington, N. J.) These tents 
have a distinct advantage to those persons in attendance 
on the case. The patient's fluids are to be kept up to a 
full intake, and in many instances where the humidity 
and temperature are not in good balance, so that the 
patient sweats profusely, he will have to be plied with 
them; almost all patients, even when nearly comatose, 
can be made to take a good volume of water if it is put 
into the mouth, cool, by dropper. These patients are 
often restless and there will be a desire on some one's 
part to “quiet them”. The use of atrophine to dry the 
secretions or opiates to afford rest all too often have 
quieted such patients permanently, by making the secre- 
tions too thick to be coughed up or by paralyzing the 
cough reflex so that the patient “drowns in his own se- 
cretions’, as Chevalier Jackson puts it. The barbitu- 
rates, though less toxic, also to some extent depress the 
respiratory reflex. For my part I will put up with a 
good deal of restlessness on the part of these patients 
rather than use any sedation on them. Respiration can 
be aided by the use of enemata or a rectal tube to relieve 
tympanites if that is present. 
Tracheotomy 

Many patients will recover on such a regime (not so 
many with epiglottitis; these nearly always demand a 
tracheotomy along with the first laryngoscopy). But 
if the obstructive process continues, not showing the rea- 
sonable improvement one would expect from these meas- 
ures, with retraction of the suprasternal fossa, intercostal 
spaces, and epigastrium; with the development of an in- 
creasing duskiness or of an ash-gray pallor; with an in- 
creasing restlessness that prevents normal sleep, not to 
be confused with a terminal exhaustion from fatigue 
and toxemia; then tracheotomy is indicated. This pro- 
cedure is best done under infiltration anesthesia over a 
previously inserted bronchoscope: the bronchoscope af- 
fords immediate relief of the obstruction and permits 
some of the exudates to be aspirated, while the opera- 
tion is itself simpler when one can cut down in the mid- 
line on such a hard surface (attention, of course, should 
be given the various structures, especially large veins 
and thyroid isthmus, met with between the skin and 
the ‘scope); also, there is far less danger of cutting too 
deep and penetrating through the membranous posterior 
wall of the trachea into the oesophagus when a broncho- 
scope is in place. Moreover, the bronchoscope will have 
eliminated the high intrapulmonary pressure which de- 
velops quickly after severe laryngeal obstruction, thus 
lessening the possibility of emphysema and mediastinal 
injury. I will not here recount the detailed technique of a 
tracheotomy. My observation is that a relatively in- 
expert one done early enough is far better than a meticu- 
lously proper one done too late; if ever confronted with 
such an emergency, avoid hemorrhage by staying in the 
midline and attention to the thyroid isthmus; bear in 
mind the membranous nature of the posterior party wall 
of the trachea, and stay at the level of the second, third, 
and fourth tracheal rings. After the airway is estab- 
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lished, the patient may be so relieved that he will fail 
into natural slumber before the operation is completed. 

The tracheotomy is not the final solution to the 
trouble. Thereafter the patient must have in attendance 
the most competent tracheotomic nurses available; it is 
of importance to instruct the nurses that the patient must 
be observed closely since he cannot cry or call for as- 
sistance. If the patients are old enough to understand 
I like to give them a bell with which to ring for assist- 


ance, in case of need. The tube must be kept cleaned . 


and attention given to the lower trachea with gentle 
suction through a soft rubber catheter. A few drops of 
saline or sodium bicarbonate solution placed in the 
tracheotomy tube every few minutes will help to pre- 
vent the formation of crusts; in this connection I have 
used with satisfaction a solution of Al-caroid which 
seems quite effective in dissolving crusts. 

The other measures as outlined under supportive 
treatment are to be continued. Blood transfusions may 
be required. 

The most common cause of death locally is that the 
patients are already moribund on admission to the hos- 
pital. Other causes are too long delayed operation, or 
inadequate operation such as intubation when it cannot 
serve the desired purpose or simply overwhelming toxe- 
mia which may kill a young child before he develops 
any real respiratory embarrassment (I lately had such 
a case—he seemed to be doing fine on expectant treat- 
ment and was breathing nicely, but died very suddenly.) 
The prognosis must be guarded. It is of interest to note 
that pneumothorax may be found at autopsy in cascs 
where no surgery has been done; this is supposed to re- 
sult from the previously mentioned increase in intra- 
pulmonary pressure resulting in rupture of some of te 
alveoli. 
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THE DOCTOR’S WORKING DAY 


Although our present government jealously protects 
labor's working day, and the forty hour week, rest pe- 
riods for government employees are products of the fer- 
tile minds of our benevolent lawmakers. 

Poor “Old Doc” already works 60 hours a week on 
the average; and along comes Oscar Ewing with the 
statement that under the government's plan for social- 
ization of medicine, more demands would be put on 
the doctor's time. 

Doc, you're in the wrong racket. 


Address at Section of Otolaryngology 
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TRASENTINE- PHENOBARBITAL 


431 


A powérful antiSpasmodic with selective action 
avoiding undesirable side effects 


: Effective relief of visceral spasm is generally obtained with 
Trasentine or Trasentine-Phenobarbital. By its selective action, 
Trasentine avoids the undesirable side effects of dryness of the mouth 
and pupillary dilatation frequently produced by belladonna or atropine. 
These advantages have caused physicians to prescribe more Trasentine 
and Trasentine-Phenobarbital than probably any other brand of 


antispasmodic. 
@ Average adult dose is one or two tablets 3 or 4 times daily as required. 


TRASENTINE-PHENoBARBITAL— Tablets (yellow) contain 50 mg. Trasentine 
hydrochloride with 20 mg. of phenobarbital, in packages of 40, 100 and 500. 


Trasentine— Tablets (white) of 75 mg, in bottles of 100 and 500; also 
suppositories of 100 mg., and ampuls of 50 mg. 


Cib 
| a PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 
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1001 MILLS BLDG. 3-5572 
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Men’s Clothes 
Ready Made and Made-to-Measure 


BLUMENTHAL’S 


The Southwest’s Leading Men’s Shop 


Pioneer Plaza El Paso, Texas 


COMPLETE MEDICAL OXYGEN SERVICE 
For Home, Office or Clinic 
EL PASO WELDING SUPPLY 


1830 Myrtle 2-5782 El Paso, Texas 
(Nite Call 2-6625) 


Martin Ambulance Service 


710 N. Stanton El Paso, Texas 


Prompt 24-Hour 


General LETTER Service 


Mimeograph and Offset Duplicating 
of Diets, Instructions, Etc. 


203 Hills Bldg. El Paso, Texas 


A PROFESSIONAL PHARMACY 


C. D. CUNNINGHAM, MGR. 


Lobby First Natl. Bank Bldg. 
Phones 2-4121 and 3-5522 


EL PASO, TEXAS 


THE PRESCRIPTION SHOP 


HOTEL DIEU 


El Paso’s Oldest Hospital 
Conducted by the Sisters of Charity 
Hospital and School of Nursing 
FULLY APPROVED 


1014 NORTH STANTON STREET PHONE 2-1431 


NORTH PHOTO STUDIO 
X-Rays Copied and Prints Made 
Lantern Slides from X-Rays 


Specimens Photographed 
Mail Order Business A Specialty 


821 E. Yandell Blvd. 3-7662 El Paso, Texas 


GRANT AVE. PHARMACY 


A PROFESSIONAL PHARMACY 


GEO. W. BUSH, MGR. 


Free Delivery 
Phone 2-2582 
2005 Grant Avenue 
El Paso, Texas 


It’s 
Sweeney's | 


FOR PRESCRIPTIONS 


MILLS BLDG. — PHONE 23-4445 — EL PASO, TEXAS 


CITYWIDE DELIVERY SERVICE 


WARNER DRUG CO. 
IN FRONT OF THE POST OFFICE 


Our Prescription Department Is 
NEVER Without a 
Registered Pharmacist on Duty 
Direct Physician’s Phone to 
Prescription Department - 3-2352 
FREE DELIVERY 
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:OTINE TRIE NGLE for long term use 


Teotine gives the combined relief of: mannitol hexanitrate, 
vasodilator, causing 4- to 6-hour fall in blood pressure, 
and often relief from the pain of angina pectoris; 
theobromine, a complement to mannitol, affording 


prolonged vasodilation and diuretic action, with freedom 


Y p from side effects and a tendency to decrease anginal attacks; 
weed phenobarbital, to ease typical tension states of hypertensive 
patients, and enhance effect of the other two drugs. 


For continuous medication in chronic angina and arterial 


hypertension, clinical experience endorses Teotine. 


THE SMITH-DORSEY COMPANY Lincoln, Nebraska 
BRANCHES AT LOS ANGELES AND DALLAS 


Hexanitrate 
Texas 
Theobromine 
Phenobarbital 
‘Teotine-Dorsey 
‘Each Teotine Tablet contains: 
Theohromine . . 2% 
(Warning: May be habit forming) 
. 
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Southwestern 
Surgical Supply 


Company. 


Your Complete Source in the 
Southwest for All Ethical 


Medical Equipment and Supplies 


wnt 


SOUTHWESTERN MEDICINE 


EL PASO TUCSON PHOENIX 
FOR YOUR 
RECOMMENDATION: 


Certified 
Pasteurized 


MILK 


Substantially fortified with units of Vitamins 
“A” & “D”. Protected 27 different ways for 
. highest quality and purity. 


A Product of 


Creameries, Inc. 


VITAMIN 


content per- 
mits the use 

of 1 capsule three 
times a day. The 
vitamin C content 
aids healing following 
delivery. 


WS 


Each Calvmin capsule contains: 

Dicalcium Phosphate Anhyd 712.8 mg. (11 gr.) 
Ferrous Sulfate Exc. 22.1 mg. ( .6xMDR) 
Thiamin Hydrochloride 2.0 mg. ( 2x MDR) 


Riboflavin 2.0 mg. ( MDR ) 
Ascorbic Acid 50.0 mg. (12/5xMDR) 
Vitamin D 500 USP Units. (11/44xMDR) 


MISSION 


Ss 


PHARMACAL CO. 


San Antonio 6, Texas 
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1949 


In aneient day: 
co her| u 


throne the two preparations meet the needs 
l\ patients requiring corpus luteum therapy. 
in thxeatened abortion and dysmenorrhea. 


Seleting conrorsnion - BLOOMFIELD, NEW JERSEY 


L WAN 
My 
q res, goddess of fertility, 4 
) 4 nhappy sterile worshippers a 
| nothing more than faith. Today, Ceres has a q ame ‘int 
h nd iden, psogesterone, the specific principle 
lacking in many instqnces of spontaneous abortion. 
P TON* prevents abortion 
in Blof ery 10 women when due to 4 
go us luteum hormione deficiency. 
Available as PRoLYTON for intramuscular injection, 
and as [PROLUTON/ Buccal Tablets, (Schering’s 
ecertly develdped intraoral form of pure 
PRO) ON s also 
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2123 Texas Street 


TAYLOR-SIMPKINS, Inc. 
MEDICAL OXYGEN 
3-0952 El Paso, Texas 
Nights. call 5-0359, or Physicians’ Exchange 2-2474 


320 Montana 


HARDING AND ORR 
Ambulance Service 


3-1646 


El Paso, Texas 


2 


Make Plans Now 


To Attend the 3 
ANNUAL CONFERENCE: 
of the 


Southwestern Medical Association 


in Albuquerque 


NOVEMBER 9-12 


We Carry A Complete Line Of 
DIABETIC FOODS AND SUPPLIES 


McKee’s Prescription Pharmacy 
105-A East San Antonio St., El Paso 
Dial 2-2693 


> 


El Paso Electric Co., common 
Complete Information On Request 
HAROLD S. STEWART & CO. 
INVESTMENT SECURITIES 


1203 Bassett Tower EL PASO, TEXAS Dial 3-3437 


Goot Health Shop 


MAX S. KATZ, Practipedist 


Feather Weight Arch Supports 
Doctor’s Orthopedic Prescriptions Filled 


308-9 CAPLES BLDG. 3-4532 EL PASO, TEXAS 


Lithographing, Addressing and Mailing Service 


2-5071 El Paso, Texas 


“WE RECOMMEND FOR INVESTMENT: 


PRINTING CO. 


506 N. K KANSAS 


806 N. Kansas 
DIAL 2-3811 


COMMERCIAL PRINTING 
for all Purposes 


Physicians and Hospital Records 
Accurate Filing Easy Finding 


; For Simplicity and Efficiency 
Use 


Acme Visible Records Systems 
A Correct Form for Every Purpose 


FIELD-PARKER COMPANY 
310 Texas St. El Paso, Texas 


( 
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J. A. BAUCHERT, D.M.D. 
GENERAL DENTISTRY, X-RAYS 


1009 Mills Bldg. 3-1051 El 


Paso, Texas 


CLEMENT C. BOEHLER, M.D., F.ACS. | 


DipLomate AmericAN Boarp OssTeTriCs AND GYNECOLOGY 
Practice Limiteo To Osstetrics AND GYNECOLOGY 


1018 MILLS BUILDING 


EL PASO, TEXAS 


ORVILLE E. EGBERT, M. D., F. A.C. P. 


DIPLOMATE AMERICAN BOARD INTERNAL MEDICINE 


ALLERGY 
DISEASES OF THE CHEST 
1025 FIRST NATIONAL BANK BLDG. 


EL PASO, TEXAS 


ROBERT EHRLICH, M.D. 
PRACTICE LIMITED TO PROCTOLOGY 
831 FIRST NATIONAL BLDG. 3-863! EL PASO, TEXAS 


DRS. BRECK, BASOM AND LEONARD 


PRACTICE LIMITED TO 
ORTHOPAEDIC SURGERY 


520 MONTANA STREET 3-167! 


EL PASO, TEXAS 3 


BASIL K. BYRNE, M. D. 


PEDIATRICS 


800 MONTANA STREET 3-1651 


EL PASO, TEXAS 


THIS SPACE FOR SALE 


LESTER C. FEENER, M. D., F. AC. P. 
DIPLOMATE AMERICAN BOARD INTERNAL MEDICINE 
INTERNAL MEDICINE 
CARDIOVASCULAR DISEASES 
401-3 BANNER BLDG. EL PASO, TEXAS 


BRANCH CRAIGE, M. D. 


(CertiFie>D BY AMERICAN BoaARD OF INTERNAL MEDICINE) 


INTERNAL MEDICINE 


800 MONTANA STREET 38-6931 


EL PASO, TEXAS 


THIS SPACE FOR SALE 


J. RICHARD FUCHLOW, M. D., D. A. B. R. 
RADIOLOGY 


616 MILLS BLDG. _ 35-3423 EL PASO TEXAS 


H. M. GIBSON, M. D. 
PRACTICE LIMITED TO UROLOGY 


209 MEDICAL ARTS BLDG. 2-6644 EL PASO, TEXAS 


WICKLIFFE R. CURTIS, M. D., F. 


(Certitieo sy AMERICAN Board oF UroLocy) 


PRACTICE LIMITED TO 


UROLOGICAL DIAGNOSIS AND SURGERY 


215 FIRST NATIONAL BLDG. 


A.C. S. 


EL PASO, TEXAS 


THIS SPACE FOR SALE 


L. O. DUTTON, M. D. 


ALLERGY 


616 MILLS BLGD. 2-367! 


J. LEIGHTON GREEN, M. D., F. A.C. S. 
GENERAL ano GYNECOLOGICAL SURGERY 


1225 FIRST NATIONAL BLDG. 2-9032 EL PASO, TEXAS 
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Freo C. Hopces, M. D. J. M. Hooks, M. D. 


HODGES AND HOOKS 


ORTHOPEDIC CLINIC 


1442 N. 3RD STREET ABILENE, TEXAS 


W. A. JONES, M. D. 
DipLomate AMERICAN BoarD OF NEUROLOGICAL SURGERY 
NEUROLOGICAL SURGERY 


Mepicat Arts Buitpinc—Suite 300 


415 YANDELL BCULEVARD 3-5582 EL PASO, TEXAS 


THIS SPACE FOR SALE 


G. H. JORDAN, M.D., F.A.C.S. C. &. WEBB, M.D., F.A.C.S. 
DRS. JORDAN AND WEBB 


DIPLOMATES AMERICAN BOARD OF SURGERY 
GENERAL AND GYNECOLOGICAL SURGERY 


525 FIRST NATIONAL BLDG. 2-9412 EL PASO, TEXAS 


KENNETH S. KURITA, M.D. 


GYNECOLOGY AND OBSTETRICS 
1017 FIRST NATIONAL BLDG. 22-9312 EL PASO, TEXAS 


VINCENT M. RAVEL, M. D. 
(CERTIFIED BY AMERICAN Board OF RADIOLOGY) 
X-RAY AND RADIUM 


503 BANNER BLDG. EL PASO, TEXAS 


ROSS W. RISSLER, M. D. 


(CERTIFIED BY THE AMERICAN BOARD OF INTERNAL MEDICINE) 


INTERNAL MEDICINE—CARDIOLOGY 


WALTER W. WOLLMANN, M. D., F. A. C S. 


(CERTIFIED BY THE AMERICAN BOARD OF SURGERY) 


GENERAL SURGERY 


WILLIAM I. COLDWELL, M. D. 
INTERNAL MEDICINE 


3-1601 


2001 GRANT AVE. EL PASO, TEXAS 


S. PERRY ROGERS, MD. 


ORTHOPEDIC SURGERY 


202 BANNER BuILoinG 3-355! Et Paso, Texas 


WILLARD W. SCHUESSLER, M. D. 
DIPLOMATE AMERICAN BOARD OF PLASTIC SURGERY 
PLASTIC AND MAXILLO-FACIAL SURGERY 


1415 FIRST NATIONAL 8LDG. EL PASO, TEXAS 


TRUETT L. MADDOX, D. D. S. 
ORAL SURGERY 


1031 FIRST NATIONAL BLDG. EL PASO, TEXAS 


S. A. SCHUSTER, M. D. 
NEWTON F. WALKER, M. D. 


F. P. SCHUSTER, M. D. 
EYE, EAR, NOSE AND THROAT—BRONCHOSCOPY 


FIRST NATIONAL BLDG. 2-1495 EL PASO, TEXAS 


DRS. MASON, HART AND BOVERIE 
RADIOLOGY—ROENTGENOLOGY—PATHOLOGY 


310 BANNER BLDG. 3-4478 EL PASO, TEXAS 


O. J. SHAFFER, D.D.S., F.A.C.D. 
ORAL SURGERY 
3-6742 


1101 First NATIONAL BiDc. Et Paso, Texas 


BERNARD L. MELTON, M.D., F.A.C.S., F.I.C.S. 


(CERTIFIED BY AMERICAN BOARD OF OPHTHALMOLOGY) 
(CERTIFIED BY AMERICAN BOARD OF OTOLARYNGOLOGY) 


EYE, EAR. NOSE AND THROAT 


DORSEY R. HOYT, M. D. 
EYE, EAR, NOSE AND THROAT , 


605 PROFESSIONAL BUILDING 3-8209 PHOENIX, ARIZ. 


THIS SPACE FOR SALE 
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LESLIE M. SMITH, M.D. H. D. GARRETT, M.D 
DRS. SMITH AND GARRETT 
DISEASES OF THE SKIN 


931 FIRST NATIONAL BLDG. 3-6172 EL PASO, TEXAS 


M. P. SPEARMAN, M. D., F. A. C. S. 


DIPLOMATE AMERICAN BOARD OF OTOLARYNGOLOGY 
EYE - EAR - NCSE - THROAT 


FIRST NATIONAL BLDG. 2-601! EL PASO, TEXAS 


ROBERT F. THOMPSON, M.D., F.A.C.S. 
(CertiFiep By AMERICAN Boarp oF UroLocy) 
UROLOGY 

2-432! 


816-818 /AILLS BLDG. EL PASO, TEXAS 


Dutton’s Laboratory 


L. O. DUTTON, M. D., DIRECTOR 


616 Mills Bldg., 
Teleph 


A. A. DE LA TORRE, JR., D.D.S. 
GENERAL DENTISTRY 
CAPLES BUILDING 


2-2512 EL PASO, TEXAS 


W. E. VANDEVERE, M. D., F. A.C. S. 


OPHTHALMOLOGY AND 
OTOLARYNGCLOGY 


DIPLOMATE AMERICAN BOARDS OF 


PRACTICE LIMITED TO 
CPHTHALMOLOGY 


1001 FIPST NATIONAL BLDG. 


L. E. Wucox, M D Russe. L Deter, M. D. 
DRS. WILCOX AND DETER 
GENERAL AND THORACIC SURGERY 


200 FIRST NATIONAL SLDG. 2-6529 EL PASO, TEXAS 


TURNER'S 
CLINICAL & X-RAY 
LABORATORIES 


Eines National Bank Building 
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SEROLOGY lowa State 


CLINICAL 


BACTERIOLOGY 


RH TYPING AND | 
PATHOLOGY 


which are not 
| 

GU 
Complete Pre, 


EL | 


Forfeiture of 


mutilating material, 


future 


HISTORICAL BUILDING 
DES MOINES, IOWA 

Weh ‘ou obtain pleasure and profit from the 
use of State M 
increase its usefulness by returning your books 
promptly. We are pleased to be 

Borrower. Adults are entitled to draw books 
by filling out an application card. 

Number of Volumes. Two new books, or two 
| new consecutive Journals cannot be taken by one 
person. Students may borrow 3 volumes at a time, 


The 
may be once renewed. New 
books and Journals are not renewable. - Ss 


journals without paying for same, 
without results, three requests for return of material 
without results, or necessity of askin 
a0: ven to have material return 


Transients and those at hotels may borrow 
books by depositing the cost of the book, or $5.00, 
' which is returned when 


1S 
RAPY 
| THERAPY 


Medical Library 


edical Library. You can 


of service to you. 


period of loan is two 


Loss of books or 
ing or 
three requests for postage 


Attorney 
bars from 


the book is returned. 
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Southwestern 
eneral 


Hospital 


Approved: American College of Surgeons 
Blue Cross Member Hospital 
American Hospital Association 


Open Staff 


Cotton and Erie El Paso, Texas 
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